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Background

Screening, Brief Intervention and Referral to Treatment

(SBIRT) is one of the most cost-effective medical preventive

services1,2 and has been associated with long-term reduc-

tions in alcohol and illicit drug use3,4 and associated health

care utilization.5 Rates of alcohol and drug misuse range

from 8% to 40% among patients6 and are associated with

poorer medication adherence, increased traumatic injury,

and poorer prognosis for many chronic conditions,7 as well

as higher health care costs.8 There is considerable variance

among states and payers in recognizing and reimbursing

SBIRT services, and current deployment of SBIRT in

general medical settings is low.9–14 Low screening and

intervention rates correlate consistently with lack of

training and low clinician self-efficacy in this area.9–14

In 2008 the Substance Abuse and Mental Health Services

Administration (SAMHSA) granted 17 five-year cooperative

agreements for SBIRT medical residency programs with a

total award of $19 million. The aim was to develop and

implement training programs to teach residents how to

provide evidence-based screening, brief intervention, brief

treatment, and referral to specialty treatment for patients

who either have or are at increased risk for a substance use

disorder. The initiative was based on the premise that

piloting curricula in various residencies around the country

would ultimately result in a set of common training tools and
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Abstract

Background The Screening, Brief Intervention and
Referral to Treatment (SBIRT) service for unhealthy
alcohol use has been shown to be one of the most cost-
effective medical preventive services and has been
associated with long-term reductions in alcohol use and
health care utilization. Recent studies also indicate that
SBIRT reduces illicit drug use. In 2008 and 2009, the
Substance Abuse Mental Health Service Administration
funded 17 grantees to develop and implement medical
residency training programs that teach residents how to
provide SBIRT services for individuals with alcohol and
drug misuse conditions. This paper presents the
curricular activities associated with this initiative.

Methods We used an online survey delivery application
(Qualtrics) to e-mail a survey instrument developed by
the project directors of 4 SBIRT residency programs to
each residency grantee’s director. The survey included
both quantitative and qualitative data.

Results All 17 (100%) grantees responded. Respondents
encompassed residency programs in emergency
medicine, family medicine, pediatrics, obstetrics-
gynecology, psychiatry, surgery, and preventive medicine.
Thirteen of 17 (76%) grantee programs used both online
and in-person approaches to deliver the curriculum. All
17 grantees incorporated motivational interviewing and
validated screening instruments in the curriculum. As of
June 2011, 2867 residents had been trained, and project
directors reported all residents were incorporating SBIRT
into their practices. Consistently mentioned challenges
in implementing an SBIRT curriculum included finding
time in residents’ schedules for the modules and the
need for trained faculty to verify resident competence.

Conclusions The SBIRT initiative has resulted in rapid
development of educational programs and a cohort of
residents who utilize SBIRT in practice. Skills verification,
program dissemination, and sustainability after grant
funding ends remain ongoing challenges.
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implementation strategies that facilitate the adoption of

SBIRT training in residency programs nationwide. Training

residents in SBIRT may increase the spread of this approach

as residents complete training and implement best practices

into their clinical practice. SAMHSA expects to establish

SBIRT training as a component of residency programs in a

variety of disciplines including family medicine, internal

medicine, obstetrics and gynecology, pediatrics, emergency

medicine, surgery, psychiatry, and other programs.

We sought to describe the geographic distribution of

SBIRT training programs, the major curricular features and

delivery methods, targeted trainees, screening instruments

used, most valued training resources, challenges encoun-

tered, and future directions.

Methods

The program directors from 4 SBIRT medical residency

programs developed a survey instrument to characterize

each SBIRT grantee according to (1) the medical disci-

pline(s) represented; (2) the number of residents trained to

date; (3) the projected number of residents trained during

the grant period; (4) characteristics curricula and delivery

methods; (5) methods of assessing resident proficiency; and

(6) use of the curriculum to train other health care

professionals. The survey (provided as online supplemental

F I G U R E 1 Geographic Distribution of Residency SBIRT Grantees

What was known

Brief interventions for unhealthy alcohol use are highly effective, but
many physicians self-report low efficacy and, consequently, low use in
practice.

What is new

The Screening, Brief Intervention and Referral to Treatment (SBIRT)
program has trained nearly 3000 residents to provide interventions
that include motivational interviewing and use of validated screening
instruments.

Challenges

Implementation challenges include finding time to teach the
curriculum, training faculty, and sustaining the program after grant
funding.

Bottom line

SBIRT has resulted in the rapid dissemination of an intervention
addressing unhealthy alcohol use, and a cohort of residents who use
it in practice.
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material) was e-mailed to each participating program

director and placed in an online application (Qualtrics,

Provo, UT). The survey collected general descriptive

statistics, frequencies, and comments. Additional data for

the number of participating residents were obtained from

SAMHSA summary of grantees biannual report data

reported in June 2011. The University of Pittsburgh’s

Institutional Review Board reviewed and approved this

study.

Results

All 17 grantees responded to the online survey. F I G U R E 1

shows respondents’ geographic distribution. All grantees

have developed formal curricula; major curricular features

are shown in B O X 2 , and F I G U R E 2 displays the

distribution of methods used to deliver the curricula. The

T A B L E shows the screening instruments used with SBIRT.

All programs incorporated some form of motivational

interviewing into their curriculum. Motivational inter-

viewing is a highly effective, evidence-based approach often

used to assist patients in changing unhealthy behaviors.15–18

Motivational interviewing skills taught include open-ended

questions, affirming patient self-efficacy, reflective listen-

ing, summarization, developing discrepancy, rolling with

resistance, and a specific intervention approach developed

for emergency departments called the Brief Negotiated

Interview.19

Sixteen grantees are currently training postgraduate

year-2 (PGY-2) and PGY-3 residents, and 15 of the 17 are

training PGY-1 residents. All programs train residents from

multiple specialties (B O X 3 ). As of June 2011, 2867

residents have been trained across the 17 grantees, and

program directors report that 100% of trained residents

are using SBIRT in practice. In addition to monthly

resident self-reports of having used SBIRT during the past

month, measures of the use of SBIRT in practice include

chart reviews, procedural logs, and tracking forms. Ten

grantees use the SBIRT curriculum to educate medical

students, and an additional 4 grantees plan to do so. Other

health care personnel who are being trained include

clinical pharmacists, front desk staff, counselors, medical

assistants, nurses, nurse practitioners, physical therapists,

physician assistants, social workers, chaplains, physician

assistant students, nurse midwives, psychologists, and

health care educators. Training resources that are reported

to be most valuable included standardized patient

T A B L E Screening Instruments and Percentage Use

Screening Instruments %

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) 33

Alcohol Use Disorders Identification Test (AUDIT-C) (three-question version) 57

CAGE 33

Drug Abuse Screening Test (DAST) 33

TWEAK 14

Other: AUDIT, CRAFFT (screening instrument for persons under 21 years of age); one- to two-question screens;
brief three-question screen; NIDA Single Q; T-ASI; NIAAA single-question screener; two item DSM-IV

81

Other: Adolescent Algorithm; single-question drug and alcohol screen; own questions on prescription drug
abuse/misuse; TACE; DSM criteria for SUD

33

Abbreviations: AUDIT–C, Alcohol Use Disorders Identification Test-Consumption questions; CAGE, Cut down Annoyed Guilty Eye-opener; CRAFFT, Car Relax
Alone Forget Friends Trouble; DSM, Diagnostic and Statistical Manual of mental disorders; NIAAA, National Institute on Alcohol Abuse and Alcoholism; SUD,
Substance Use Disorder; TACE, Take Annoyed Cut Eye-opener; TWEAK, Tolerance Worried Eye-Opener Amnesia K/Cut down.

F I G U R E 2 Distribution of Curricula

Delivery Methods
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encounters, the National Institute of Alcohol Abuse and

Alcoholism Clinician’s Guide,20 the Georgia-Texas Im-

proving Brief Intervention Project modules,21 the validated

screening tools listed in the T A B L E , and billing and coding

information.22

The most consistently mentioned challenge to devel-

oping and implementing an SBIRT curriculum is finding

time in residents’ schedules to deliver the modules, both

online and face-to-face. Other reported challenges included

(1) the need for additional trained faculty and resident role

models; (2) development of assessment methods to reliably

document resident competence in performing SBIRT; (3)

maintaining a focus on delivering SBIRT as a preventive

service for at-risk drinkers while also identifying patients

with substance use disorders; (4) disseminating SBIRT

outside the 17 participating programs (B O X 1 ); and (5)

finding ways to sustain SBIRT training efforts after federal

funding ends.

Discussion

Screening and brief intervention for alcohol abuse has been

found to be one of the most underutilized effective

prevention interventions in primary care.23 Similarly,

substance use disorder teaching is one of the most neglected

areas in American medical education, resulting in a recent

‘‘call to action’’ issued by a consensus statement sponsored

by the Betty Ford Institute and the Obama administra-

tion.24 Our survey results demonstrate significant successes

of the residency SBIRT initiative in mobilizing medical

schools and teaching hospitals to offer curricula on alcohol

and drug misuse in residency programs across the country

during the study period (2008–2011), and 2867 residents in

11 different medical specialty areas receiving training thus

far. In addition, health professionals in 9 other disciplines

and medical students have been trained in the initial 2 years

of this project, although training non-physician profes-

sionals was not part of the project’s original mandate.

Participants use state-of-the art training approaches that go

beyond simple lectures and online modules to providing

active learning exercises and skills training, which have

been shown to be effective,25 and use state-of-the-art

screening and intervention approaches, employing validat-

ed instruments such as the AUDIT,26 AUDIT-C, DAST,

CRAFFT, 27 and ASSIST28 and using evidence-based

intervention approaches such as motivational interviewing

to assist patients with alcohol and drug misuse. SBIRT

training is helping residency programs provide training that

meets several of the Accreditation Council for Graduate

Medical Education competencies. Findings suggest that

SBIRT skills are being used in clinical settings, and training

programs using a variety of means for measuring the use of

SBIRT in practice report that 100% of their residents are

using SBIRT clinically.

Consistent provision of preventive clinical services,

such as SBIRT, in US primary care has proven to be a

B O X 2 MAJOR CURRICULA FEATURES

Attention deficit hyperactivity disorder (ADHD) and addiction
Curricular adjustments for different specialties
Definitions of substance abuse and dependence
Brief intervention approaches
Addiction as a chronic disease
Clinical skills evaluation
Community focus
Confidence ruler
Cultural awareness
Drinker’s pyramid
Impaired physicians/residents
Motivation for change/motivational enhancement skills/motivational

interviewing
Neurobiology of addiction
Overview of the public health issues associated with hazardous alcohol

and drug use
Pain management
Pharmacologic treatment of addictive disorders
Precepting SBIRT (for faculty/resident champion training)
Prescription drug abuse
Referral to treatment approaches
SBIRT implementation approaches
Screening tools

B O X 3 MEDICAL SPECIALTIES OF PARTICIPATING RESIDENTS (NUMBER

of PROGRAMS PROVIDING TRAINING in THIS AREA)

Anesthesiology (1)
Emergency Medicine (7)
Family Medicine (15)
Infectious Disease (1)
Internal Medicine (14)
Obstetrics and Gynecology (10)
Pediatrics (12)
Podiatry (1)
Preventive Medicine (2)
Psychiatry – Adult and Child (10)
Surgery – including Oral Maxillofacial, Trauma (4)

B O X 1 PARTICIPATING MEDICAL RESIDENCY PROGRAMS

Access Community Health Network
Albany Medical Center
Baylor College of Medicine InSight SBIRT Residency Training Program
Boston University Combined Residency Program in Pediatrics
Howard University SBIRT Medical Residency Program
Indiana University
Kettering Medical Center
Mercer University School of Medicine
Oregon Health and Science University Family Medicine Residency
Natividad Medical Center
University of California, San Francisco – San Francisco General Hospital
University of California, San Francisco – Department of General and

Internal Medicine
University of Maryland
University of Missouri Health Care
University of Pittsburgh SMaRT Program
University of Texas Health Science Center at San Antonio-Pediatric

Residency
Yale University Emergency Medicine
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challenging enterprise in light of the many competing

demands, and historically, only limited numbers of

practices have achieved high levels of preventive service

delivery after undergoing intensive, highly individualized

interventions.29 Additional challenges include dissemina-

tion and sustainability. In order to become an effective

public health intervention, SBIRT must spread beyond

the 17 participating institutions to create a true nation-

wide impact. Responses of participating programs indi-

cated that many are relying on the posting of their

materials on the Internet to disseminate SBIRT teaching

and training. Given the history of curricular inertia in

substance misuse disorder teaching,30,31 the success of this

approach remains to be demonstrated. In addition,

significant numbers of expert faculty members will be

needed to disseminate these techniques outside the 17

participating institutions,4 and the community will need

to train more faculty in SBIRT. Finally, the residency

SBIRT initiative will face the challenges encountered by

other similar grant-funded projects, that is, the ability to

sustain efforts after outside funding ends. The major

limitation of this study is that most information is based

on self-reports and is subject to all the limitations of that

data collection method.

Conclusions

The SBIRT initiative has resulted in rapid increases in the

implementation of training programs to train residents and

other health care personnel how to screen, provide brief

interventions for patients exhibiting unhealthy alcohol

and/or drug use, and refer seriously ill patients to

substance use disorder treatment. The few years should see

expansion in teaching and training as federal funding

continues and more health care sites implement SBIRT.

While validated screening tools are available for con-

ducting SBIRT, there are no validated assessment tools for

evaluating SBIRT competency. This is an area of active

investigation and is needed for SBIRT training to integrate

successfully into increasingly competency-based curricula.

Current grantees should disseminate SBIRT teaching to

other residencies in their areas while seeking to secure

funding for a national faculty development effort to

facilitate more rapid dissemination. In the absence of these

efforts, program dissemination and sustainability after

grant funding ends are likely to be ongoing challenges for

this program.
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